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WASHINGTON SCHOOL FOR THE DEAF

Farticipant Health Record 2012-13%

STUDENT NAME SEX: ____ DOB:
Mec’ica| Fcrmission ch No Restrictions

Lvoca| Phﬂsicians and phgsicians contracted by WSD may Proviclc emergency
treatment .

JAGREE TORECIVE EMERGENCY TREATMENT BY LOCAL
CONTRACTED MDrs.

Mg Pl’lﬂsician may be contacted as needed.

lgive Permission for WSD staff to act on my behalf when n1a‘<ing

emergency medical decisions should | be unavailable in an emergency.

WSD nurses and dclcgatcc[ staff may administer Prescription medications, over the counter
medications and treatments (inc|uding ear c]eaning) Prescribed bzd alicensed Phgsician. Flease
note any medications or treatments that should not be given related to a”ergies or health

conditions.

Nurses may convey medical information that will be kcpt comFi({cntia], as tlﬂ(ﬁﬂ Pcrccivc bcncFiciaL

to staff working with Participants.

| agree to work with the WSD nurses to self-administer all medication and treatments.
| agree to inform W\%D nurses of all Prescription/OTC: medications.

Mcc[ical Histor3

Health Conditions that are Lti —rlﬂrcatcning: Ang Flcasc note any health condition that are life ti’wrcatcning:
condition that is life t!ﬂreatening, according to RCW (asthma, seizures, diabetes, a”crgies, etc.)

28A.210 Sec. I) rcquircs thata nursing Plan be in P]acc
before the student attends Ff"bF

Please list allcrgics to medication, food, orinsect sting:

Spccial |nstructions:

Flease list all chronic and acute medical conditions or

concerns.

Emcrgencg Contact lngormation:

Spccial Diet: Reason:

Activitg Restriction: Reason:

]nsurance Imcormation

Name & Address of [nsurance Compang Fo]ic3 & Group Numbcrs/umon & Loca|

] am rcsponsible for Provicling Pagmcnt or medical insurance coverage for mtjse]r inc]uding medical expenses, evacuation and‘/or
emergency transportation C}'mrges. V\/as%ington \Schooi for the Deaﬁ does not Provic{c medical insurance coverage and will not be
held responﬁf})!e for medical expenses under any circumstance. Note: We would aPPreciatc your l)ringing insurance card so we

can make copy during registration.
£ 5TC5

Signaturc Date:




Wasf':ing’con
School for the Dca{:

Attention FarticiPants
If you need to take medications, this form must be signccl bg your doctor and kcpt on file at the

Washington School for the Deaf

Your Name DOB

thsician/]:’rimarg Care Frovidcr lmcormation
thsician’s Name (Printecl): Clinic’s Namc:
Address:
F}‘?OHC: Fax:
Medication Dosagc Route Times per Reason for Med
Day
Allcrgics

Provider Signaturc rcquircd for Prcscription medication(s), diet Plan, and/or activity restrictions.

F[‘lgsician Signature Date:




